Background. Depressedpatientsare often characterised by maritaldistress, but few studies investigate the effects of marital therapy on depressed mood and relationship dys function. Method. Twenty-seven depressed patients experiencing marital distress were randomly assigned to either individualbehavioural-cognitive therapy or marital therapy. The individual treatment condition focused on depressed mood, behavioural activity and dysfunctional cognitions, whereas in the marital condition the partner was involved in the treatment and the focus was on the communicationprocess inthe marital relatiOnShupL MANOVAs revealed that treatmentled to statisticallysignificantimprovementsin depressed mood, behavioural activity and dysfunctional cognitions, an increase in relationship satisfaction and improve ment of communication in patients and spouses. A significant interaction effect was found,
showing that maritaltherapy had more impact on relationshipvariablesthan the individual treatment. Conclusion. Both individual cognitive-behaviour therapy and marital therapy lead to less depressivecomplaints,andbothtreatmentconditionshavea positiveeffect on the relationship, althoughthe effect on the relationshipis significantlystrongerincouples who were treatedby marital therapy compared with patients who were treated individually.
Although pharmacological therapy (American Psychiatric Association, 1993) , behaviour therapy (Emmelkamp, 1994) and cognitive therapy (Hollon et al, 1993) all have shown to be effective in depressed patients, relapse is common (Shea et a4 1992; Emmelkamp, 1994) . Given the high relapse rates in depression and the finding that relation ship problems negatively affect the prognosis of depressed patients (Hooley & Teasdale, 1989; Beach et a!, 1990) , there is a clear need to develop and evaluate other treatment conditions. A substantial number of depressed patients present ing for treatment also experience marital distress (Rounsaville et a!, 1979) , whereas in approxi mately half of the couples who have marital problems at least one of the spouses is depressed (Beach et a!, 1985) . These data suggest that depression and marital distress are closely linked (Beach et a!, 1994). Two therapy outcome studies have shown that behavioural marital therapy in depressed-distressed couples may be a good alternative for individual cognitive therapy (Jacobson et a!, 1991; Beach & O'Leary, 1992) .
Taking the results of these studies together, marital therapy seems to have an exclusive effect on the marital relationship, which is not found in cognitive therapy, while it is as effective as cognitive therapy in reducing depressive com plaints. Not surprisingly, marital therapy was hardly effective in depressed patients who did not experience marital problems (Jacobson et a!, 1991) . For such patients spouse-aided therapy may be an alternative (Emanuels-Zuurveen & Emmelkamp, 1996) . The cited studies on behavioural marital therapy were conducted in the USA. Given the encouraging results of these studies, there is a clear need to further establish the effects of behavioural marital therapy in depressed patients and to address the generalisability of the results across cultures. The present study is an attempt to evaluate and compare the effects of individual behavioural-cognitive therapy and marital therapy in out-patients with unipolar depression in The Netherlands. Contrary to the study of Beach & O'Leary (1992) , all patients in the present study were seeking treatment primarily because of depressive complaints, rather than for relationship problems. Most patients (82.6%) were recruited by an nouncements in local newspapers offering treat ment for depression. Others were referred by general practitioners (n =1) and a mental health institute (n = 3). During a period of three years, 135 patients and their spouses were invited for an intake session; 116 received a primary diagnosis of depression. Of these 116 patients, 48 were not included in the study for different reasons, such as patient or spouse refused to participate in a randomised study, patient was not willing to stop using antidepressant medication or patient was already receiving therapy elsewhere; 68 patients fulfilled the inclusion criteria and were willing to cooperate. Thirty-six of them (52.9%) were also experiencing marital distress -summed mean score of both partners 40 or higher on the marital satisfaction scale of the MMQ â€"¿ whereas 32 (47.1%) were satisfied with their relationship. This ratio of the presence or absence of relationship problems corroborates previous findings by Beach et a! (1990). Depressed patients who did not experience marital problems were referred to another study (Emanuels-Zuurveen & Emmelkamp, 1996) in which the effects of behaviouralâ€"cognitive therapy were compared to those of spouse-aided therapy.
In the present study 36 depressed patients who experienced marital distress were randomly as signed to one of the two treatment conditions. Nine patients (25%) dropped out; two in the individual treatment condition and seven in the behavioural marital treatment. The characteristics of the patients who completed therapy and of the drop-outs are presented in Table 1 .
Patients were treated as out-patients at the Department of Clinical Psychology of the Uni versity of Groningen (n= 25) or at the psychiatric out-patient clinic of Dennenoord (n = 2). The majority of the patients (n= 14) fulfilled criteria for major depression, nine patients for dysthymia and four patients for adjustment disorder with depressed mood. The duration of their depressive complaints varied from 1 month to 40 years with an average of 6.8 years (s.d. = 8.6). There were 13 depressed men and 14 depressed women in the study with a mean age of 38.4 years (s.d. = 9.6). The mean age for the spouses was 38.2 years (s.d. = 8.6) and the mean duration of the marriage or relation ship was 13.8 years (s.d. = 8.5).
Dad@
Patients were screened by one of the authors with a Dutch version of the Munich Disorder Checklist for Depression (MDCL; Huller et a!, 1990), which is based on the DSM-ffl-R criteria for depression. The spouse was present at the intake session in all cases. In addition, all patients completed the BDI, in the week before the intake session. If the patient fulfilled our research diagnostic criteria, they and their spouses completed the MMQ in the intake session. The score on the MMQâ€"maritalsatisfac tion scale was interpreted as an indication for dissatisfaction about the marital relationship. A cut-off point of 40 for the sum score of a couple was used to establish relationship satisfaction. In most cases both spouses were satisfied with their marriage (n = 21), whereas in some cases one spouse has been shown to be problematic in a substantial number of depressed patients: social skills. The goal of this part of the programme was to increase specific skills, such as assertion skills and commu nication skills to increase social reinforcement. It was explained that more adequate social skills could lead to more adequate problem-solving. Most attention was given to those skills involved in starting, continuing and ending a conversation in a non-depressed way and to acting in more assertive ways. During the sessions verbal as well as non verbal behaviour of the patient was assessed and these skills were practised by role playing during the sessions. In homework assignments the emphasis in scheduling of activities was shifted to social activities and patients had to practise the newly learned skills in daily life. After the intermediate test, the second part of the treatment, from session 9 to 16, consisted primarily of cognitive therapy. Now the attention was shifted to the influence of thoughts on mood and behaviour. The patient was requested to register mood and thoughts in order to detect dysfunctional automatic thoughts. Throughout the cognitive therapy dysfunctional thoughts were challenged by the therapist and, where possible, tested in the forms of behavioural experiments. Instead of considering beliefs as facts, patients were encour aged to face situations as experiments. Behavioural experiments were designed to test the validity of patients' thoughts, beliefs and assumptions. Later on the emphasis was more on the underlying assumptions or schemata that fed the automatic dysfunctional thoughts. On a metalevel the thera pist had arranged â€"¿ guided by the diary sheets and problems discussed so far in the therapy â€"¿ a list with assumptions or core beliefs that seemed to play an important role in the patients' depressive complaints. The last part of the individual treat ment condition consisted of challenging those assumptions.
Marital therapy
The development of this treatment condition was based on the treatment of co-occurring depression and marital discord that was described by Beach et a! (1990) and on the communication training of Emmelkamp et a! (1984) and Emmelkamp (1988) . It was stressed that no causal link between depression and marital distress was assumed. The presence of both depression and marital dissatisfaction was labelled as an opportunity to start problem-solving from both sides, i.e. from the depression or from the marital distress. During the first five sessions, was (dis)satisfied, but the sum score exceeded 40. Those couples, in which one spouse was satisfied in contrast to the other, and who had a sum score of 40 or more were considered distressed (n = 6).
Patients were randomly assigned to behavioural marital therapy (n = 13) or individual behavioural cognitive therapy (n =14). In both treatment conditions patients and their spouses completed questionnaires at pretest, before the 9th session (midtest) and after the 16th session (post-test). In patients, depressive complaints and relationship aspects were assessed, while in the spouses only relationship aspects were assessed. As a rule treatment started within one week after the intake session. In a few cases, there was a slightly longer timespan, either because the Christmas holiday was shortly after the intake-session, or due to a necessary wash-out period of two weeks for anti depressants.
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Both treatment conditions consisted of 16 1-hour sessions with a frequency of one session a week. Half of the patients were treated individually, the other half by a treatment in which the spouse was involved: behavioural marital therapy. Each treat ment was manual-guided.
Individual therapy
This treatment condition was based on Lewinsohn's (1975) behavioural approach and on Beck's behavioural-cognitive approach (Beck et a!, 1979) to depression. In the first session the link between activity level and mood was explained. The rationale emphasised the role of passive behaviour leading to a lowering of reinforcement in the maintenance of depression. To increase activity, pleasant events were identified that are associated with improvements in mood. From session two to eight patients were requested to fill in diary sheets, in which they recorded the activities in which they engaged, the level of mastery, and level of pleasure. The principle of scheduling and graded task assignments -starting with the easiest and then moving on to greater challenges â€"¿ was explained.
Potentially pleasant activities and mastery-related events were scheduled in order to provide reinforce ment. In some cases treatment focused less on raising the activity level, but more on changing the balance between obliged, unpleasant activities and pleasant activities. From the fifth session onward treatment was directed to another behavioural component that those problems associated with the depression that could hinder a successful application of marital therapy were examined. An example of such a problem could be complicated grief or a low activity level in the depressed patient. After those five sessions, the focus of therapy was shifted to the training of communication skills in both spouses. It was stressed that communicating is the most essential part in relationships and that it involves a broad domain. The therapy had a hierarchical structure. Starting with training basic skills, such as actively listening, and continuing with more complex skills, such as being assertive in the relationship, the therapy ended with practising how to handle conflicts and how to solve problems in a more constructive way. During these 10 sessions all skills were practised by both spouses by means of role-playing. Spouses were requested to rehearse problematic situations that they had experienced in order to provide the therapist with a realistic impression of the quality of their commu nication. The therapist instructed how to commu nicate more effectively and modelled more appropriate ways of communicating.
Measures
The following measures were used.
The Beck Depression Inventory (BDI; Beck eta!, 1961). The BDI is a self-rating scale that consists of 21 groups of statements describing common symptoms of depression. The higher the score, the stronger the presence of depressive symptomatol ogy. We used a cut-off point of 14, which value is suggested by Taylor & Klein (1989) as a point that optimally distinguishes depressed from non-de pressed individuals. 
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Treatments were conducted by advanced clinical psychology students. Therapists had followed advanced courses in cognitiveâ€"behaviour therapy. In addition, the marital therapist had followed a course in behavioural marital therapy. Further, before therapists were admitted to the project an extensive training was given in adequate use of the treatment manuals. In order to control for treatment integrity, all treatment sessions were recorded on audiotape and overheard by a member of the research team. Supervisions were held twice a week with groups of 2â€"5 therapists in which the progress of treatments were discussed and evalu ated. Table 2 for the patient data and for the spouse data. No significant differences were found between demographic variables for both treatment conditions. Results of the MANOVAs are presented in Table  3 Further, significant univariate interaction effects were found on MMQâ€"M(F12,24)=4.l, P<0.05) and Câ€"30(F(2,24)= 3.5, P<0.05) in patients and LEE experienced by spouses (F@2,24)=4.3, 
Results

Results for pre-test, mid-test and post-test are presented in
Discussion
Overall effect of treatment
In this study the effectiveness of marital therapy and of individual behavioural-cognitive therapy in depressed patients who also experience marital distress was examined. Treatment resulted in a statistically significant reduction of depressed mood and improvement in depressogenic behaviour as assessed by the PES and dysfunctional cognitions as assessed by the IBI. On these variables no significant differences between conditions were found, indicating that marital therapy was as effective as individual behavioural-cognitive ther apy in improving depressed mood and associated behaviour and cognitions. Treatment also had a positive effect on the relationship: patients and spouses were more satisfied about the quality of their relationship, communication improved and level of expressed emotion reduced. Overall effectsoftreaitnent ship functioning led to improvement in depressed mood.
Differential treatment effects
Although marital satisfaction, quality of commu nication and level of EE did change during therapy in patients and their spouses, significant differences emerged between the treatment methods. On marital satisfaction and quality of communication as experienced by patients and on level of EE experienced by the spouse, marital therapy was significantly more effective than individual therapy.
Spouses of patients who were treated by marital therapy experienced a lower level of critical re marks, irritability and overinvolvement as ex pressed by patients However, this reduction of EE does not imply a change from a pathological to non-pathological range, since scores at pretreat ment were already in the non-pathological range (Gerisma et a!, 1992) . Interestingly, it was the level of EE of the patient which reduced, rather than the level of EE in the spouse (Hooley & Teasdale, 1989). The elevated level of expressed emotion expressed by patients may be a consequence of psychopathology resulting in problems in inter personal functioning. For example, hostility is a common symptom in depressed patients which can lead to problems in interpersonal functioning. So, the marital therapy condition led to sig nificant superior outcome on relationship variables, but it should be noted that there were more drop outs in this condition. A number of couples were disappointed that treatment would not deal with depressive complaints explicitly and were not motivated to deal with their relationship. Besides, three couples decided to separate in the course of the marital therapy. Although this was seen as a positive outcome by the couple and therapist, for this study they count as drop-outs.
Although the individual cognitive-behaviour therapy led to a significant reduction in depressed mood, results were less than those of the same treatment in non-maritally distressed couples (Emanuels-Zuurveen & Emmelkamp, 1996) . In the latter study at the post-test the mean score on the BDI was reduced from 23.1 to 13.2, whereas in the present study the mean BDI score was much less reduced: from 22.9 to 18.3. Since patients were recruited from the same sample, and were treated at the same institute, using the same treatment manual and often by the same therapist, it is tempting to assume that marital distress was primarily respon sible for the diminished improvement after indivi dual cognitive-behaviour therapy. There are a number of differences that make the present study difficult to compare with those studies. In our study, behavioural marital therapy was less extensive; our marital therapy was limited to practising communication skills, whereas in their studies attributional and cognitive processes were also dealt with. We chose to limit the marital therapy to the practising of communication skills, as it was our goal to compare two different treatment approaches in depressed patients. Also dealing with cognitions in the marital therapy could have confounded the results of the study. Further, in our study all patients were seen for 16 sessions, in contrast to theirs, in which patients were seen up to 20 sessions. In addition, marital satisfaction was established by different measures, the MMQ in the present study and the Dyadic Adjustment 
Clinical implications
Our treatment results have shown that both an individual behavioural-cognitive treatment and behavioural marital therapy lead to less depressive complaints, an increasing activity level and a reduction of dysfunctional cognitive patterns. In addition, for those patients who stay in therapy, marital therapy leads to improved relationship functioning. Further research must be carried out to determine which depressed patients would benefit most from behavioural marital therapy and which would benefit most from an individual treatment, or a combination.
Further, since the effects of a spouse-aided therapy have been established in non-maritally distressed-depressed patients (Emanuels-Zuurveen & Emmelkamp, 1996), it seems worthwhile to investigate this approach also in maritally distressed-depressed patients. This approach, in which the spouse is involved in the treatment, but focuses on the depression rather than on the relationship, may be particularly suited for those patients who do not want to deal with relationship problems directly.
